Background: Porous hydroxyapatite and β-tricalcium phosphate (β-TCP + HA) bone grafting material has resulted in clinically acceptable responses when used to fill the periodontal intrabony defects. PRF is an autologous leukocyte and platelet preparation that concentrates various polypeptide growth factors which therefore holds potential to be used as regenerative treatment for periodontal defects.
INTRODUCTION
Periodontal disease is characterised by the loss of connective tissue attachment with destruction of periodontal tissues. 1 Periodontal regeneration is considered a multifactorial process 2, 3 that occurs when the systemic and local conditions are favorable and when therapy is properly applied. 4 Among variety of treatment modalities available, 5 alloplastic bone substitutes like synthetic calcium phosphates:
β-tricalcium phosphate (β-TCP) and hydroxyapatite (HA) have their ability to bond bone minerals directly and to promote new bone formation by osteoconduction. 6, 7 Dr. Shilu Shrestha, 1 Dr. Surendra Man Shrestha, 1 Dr. Ameena Pradhan, 1 Dr. Shreeya Aryal trial. Twenty systemically healthy patients (12 women and 8 men, mean age 34.8 years) with interproximal, intrabony defects were enrolled in this study. Written informed consent was obtained from each patient and the patients were informed about the procedures to be performed and its benefits and risks were explained.
The inclusion criteria included patients with age 25-50 years with the presence of interproximal intrabony defects in maxillary and mandibular premolars and molars with probing depths 6-8 mm, after the completion of phase I therapy. Osseous defects needed to have two or three walls.
One-wall defects and interdental craters were excluded from the study. The plaque index achieved following initial therapy had to be <1. 11 Radiographic evidence of intrabony defects of 3-4 mm had to exist as revealed by periapical films taken with the long-cone parallel technique.
12
The exclusion criteria were: the patients with systemic disease and under medications known to interfere with periodontal healing and regeneration, and contraindication for periodontal surgery, patients who were pregnant or lactating and patients undergoing orthodontic treatment, patients with smoking habit or tobacco chewing habit and surgical periodontal therapy in the preceding six months.
Tooth with mobility of Grade II, III, endo-perio lesion and third molars were also excluded.
Initial therapy consisted of scaling and root planing using Gracey curettes and an ultrasonic device. Patient education, motivation and detailed oral hygiene instructions were given.
Patients were recalled after one week for review. Patients under the inclusion criteria were recalled. The defects were randomly assigned into two groups where group 1 were patients to be treated with autologous platelet rich fibrin and group 2 were patients to be treated with bone graft. Patients
were not blinded for allocation to a particular group and treatment. Oral Hygiene Index (OHI), Gingival Index (GI), Probing depth (PD), Clinical attachment loss (CAL) were measured.
Long cone paralleling technique with radiographic stent was used to obtain standardised radiographs. For the measurement of bone defect, criteria described by Schei et al 1959, 13 and Bjorn et al 1969, 14 were followed. (Figure 1a , 1b)
The PRF was produced according to the protocol developed by Choukroun et al 2001. 8 Immediately before the surgical procedure, 10 ml of blood was drawn from the subjects 
RESULTS
All 20 patients completed the study and healing was uneventful in both the groups. There were no significant differences in pocket depth between the two groups at baseline. Both PRF and bone graft groups showed significant pocket depth reduction and clinical attachment level gain at nine month compared with baseline. Mean pocket depth in PRF group at baseline was 7.20 ± 0.78 which was reduced to 5.70 ± 1.16 at nine months. Similarly mean pocket depth in bone graft group was 6.60 ± 0.69 at baseline that was reduced to 4.10 ± 0.99 at nine months which was statistically significant. Changes in pocket depth are reported in Table   1 .
Changes in clinical attachment level are reported in Table 2 . Figure 10 : Bone defect levels among the two study groups (mm). (Table 1, 2) . Figure 8 and Figure 9 shows the diagrammatic difference of the comparison between two groups. Table 3 reports the changes in defect fill between the two groups where bone graft group shows significant reduction in radiographic defect depth (3.40 ± 0.45 at baseline: 2.10 ± 0.45 in nine months; P value <0,001) as compared to PRF group (3.50 ± 0.52 at baseline: 2.7 ± 0.42 in nine months; P value <0.006). Diagrammatic illustration is shown in Figure 10 . Despite the fact that PRF is a denser and firmer agent than other biological preparations, it is still considered non-rigid to a degree that its space-maintaining ability in periodontal defects is not ideal and it may be like regenerative adjuncts. 18 Subjectively, the opinion of the clinicians in various studies was that PRF was more difficult to handle than bone grafts.
Bone graft PRF
The slippery consistency of PRF made it difficult to keep the material within the defect after placement. The lack of rigidity and space making capacity of the PRF material may make it more difficult to contain in the defect. Defect morphology plays a major role in healing following periodontal-regenerative treatment of intrabony defects. [19] [20] [21] [22] In the present study, the defect depth was measured, but the width and angle of the vertical defect weren't measured.
Wider defects have been associated with reduced amounts of clinical attachment level and bone gain at one year. 19, 21, 23 Radiographic evaluation is a noninvasive examination for bony defects repair. However, bone fill data derived from 
